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Case Report

Sudden Onset Bilateral Lower Limb Weakness in a
Young Female Patient after a Long Haul Flight
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Abstract

In this article we present a case of sudden onset bilateral lower limb
weakness in a young female secondary to an acute spinal cord infraction after
a long haul flight. Our case highlights the importance of early recognition of the
clinical symptoms and signs associated with this condition and the role of properly
optimised diagnostic imaging.
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Introduction
Spinal cord infarction or acute spinal cord ischaemic syndrome (ASCIS) is an uncommon pathology but is associated with
significant morbidity and a poor prognosis.
The most common aetiologies of ASCIS include atherosclerosis, idiopathic, aortic aneurysm, along with patients who have
undergone aortic interventions. The clinical presentation varies but the majority of patients develop symptoms early, usually within
12-24 hours[1], including but not limited to motor dysfunction, pain and sensory dissociation. Here we present the case of a young
woman who presented with lower limb weakness secondary to ASCIS.
Case Report
A 41-year-old female patient presented with mild thoracic back pain, and sudden onset bilateral lower limb weakness that
progressed to a dense paraplegia within 24 hours.
The patient did not have any significant past medical history, and presented a week after a long haul flight with a small child
that she carried on her lap on board. The weakness was rapid in onset, with the patient no longer able to weight-bear.
On examination, there was dense bilateral lower limb palsy, with loss of reflexes. Sensation was decreased with a T10
sensory level. There was no convincing upper limb weakness. Proprioception and vibration was preserved. Full blood count, electrolytes, serum protein electrophoresis and cerebrospinal fluid analyses were unremarkable. The patient underwent a MRI of the cord
(Figures 1-3).
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Figure 1: Axial (A) and sagittal (B) T2-weighted as well as sagittal
T1-Postcontrast (C) images, with diffuse central spinal cord oedema
highlighted with the arrow.
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Figure 2: Sagittal and axial thoracolumbar spine diffusion-weighted
images with the refined B-value of 1400 s.mm-2, in their native space
(A & C) as well as nonlinear gamma corrected format with 230 window
and level of 12 (B & D). The abnormal diffusion restriction in the cord
is more discernible on the modified imaged.

A

B

Spinal cord infarction is a relatively rare condition,
with the commonest type being anterior spinal artery syndrome,
presenting with acute bilateral weakness/paraparesis, impaired
spinothalamic sensation and preserved propriception and vibration with or without respiratory dysfunction[2].
Common aetiologies include atherosclerosis, aortic
aneurysm, aortic surgery, dissection, and hypercoagulabe state.
Hence, spinal cord infarction arising by atherosclerotic pathogenesis has a propensity to occur in elderly and vasculopathic
patients[2-5]. The classical MRI features of spinal cord infarction are anterior horn T2 hyperintensity without significant
cord expansion or contrast enhancement (owl’s eyes sign). Although usually technically difficult to image, if possible, diffusion-weighted imaging demonstrates corresponding abnormal
restricted diffusion, as in acute cerebral infarction[3].
We experimented with several different B values in order to attain a more diagnostic image. As seen in figure 3 we
used diffusion weighted images with ranges from 700s/mm2 to
1400s/mm2 and were able to obtain the optimal diagnostic image without loss of the background anatomical signal as seen in
figure 3 (B&D). A striking abnormal diffusion restriction along
the anterior cord which was congruent with decreased signal intensity demonstrated on ADC, was also indicative of an acute
ischemic process.
These MRI changes were evident in our case with T2
hyperintensity demonstrated on the sagittal and axial images
(Figure 1A, B) which was confined to the grey matter of the
cord, consistent with known particular sensitivity of the neuronal perikaryon to hypoxia. Our patient had clinical and radiological findings consistent with diffuse cord infarction, which is an
unfortunate condition with a grim prospect of recovery, as it was
in this case as well, with no improvement after 3 weeks[2-6].

Conclusion
In conclusion, ASCIS is a rare pathology that can often
be difficult to diagnose confidently with conventional imaging.
However we propose that by technical manipulation of the B
value up to 1400s/mm2 on a 3T conventional clinical machine
(MAGNETOM Skyra - Siemens, Erlangen - Germany) diagnostic image can be attained.
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Figure 3: Sagittal and axial diffusion weighted imaging with B value of
700 s/mm2 (A & C), and 1400 s/mm2 (B & D) for comparison.
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